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should now like to amplify this with respect to surgical postgrad-
uate training.
Let me deal with the ﬁrst four years after qualifying as a Doctor
brieﬂy. The ﬁrst one or two, in my opinion should remain as intern-
ship years depending as to whether one intends to go into Family
Medicine or into a Secondary Care Hospital Specialty. If the former,
I believe the internship should last two years rotating every three
months through General Medicine, General Surgery, Obstetrics
and Gynaecology, Emergency Medicine, Paediatrics, Dermatology,
Infectious Diseases and Pathology. Those entering Hospital Medi-
cine to practice surgery need to move onto a two year basic course
which rotates every three months through the eight main branches
of surgery in general so as to give the aspiring surgeon an insight to
each specialty, namely, Neurosurgery, Cardio-Thoracic Surgery,
Urology, Paediatric Surgery, Plastic Surgery, Upper GI Surgery,
Colo-Rectal Surgery and Breast/Endocrine Surgery. At the end of
these two years of Basic Surgical Training there should be examina-
tions in the Basic Sciences-Anatomy, Physiology and Pathology
which must be clinically orientated as well as in The Principles of
Surgery. Each subject should be divided into General and Specialty
papers/OSCEs so that one can choose a specialty if one has decided
to go that route. It makes no sense tome for example for an aspiring
ENT surgeon to study joint anatomy, Renal physiology or Colo-
Rectal pathology in detail. However, he/she should have knowledge
of essential/joined up basic sciences for the general part of the
examinations.
Once one has passed the Basic Surgical years and tests (3 years
from qualifying), then he/she would enter Common Stem Training
in a Specialty joining those who, for example, had completed Basic
Medical Training for two years of training in Gastro-Intestinal Sci-
ences which would include four rotations through GI Surgery, GI
Medicine, Endoscopy/Radiology and Oncology. Similarly Locomotor
Sciences would rotate through Orthopaedic Surgery, Rheuma-
tology, Rehabilitation Medicine and Radiology. Cardio-Thoracic Sci-
ences would rotate through Cardiology, Respiratory Medicine,
Cardio-Thoracic Surgery and Interventional Radiology. You can
work out the other Common Stem Pathways for Oncological Sci-
ences, Urology, Neuro-Sciences, Breast/Endocrine/Plastic Surgery,
and Paediatrics.
At this point with no exit examination the trainee would enter
(HST) Higher Surgical Training (or HMT- Higher Medical Training)
from that Common Stem in, for example, Cardiac Surgery (or from
HMT Cardiology); Neuo-Surgery(or Neurology or Neuro-
Radiology) etc. This would last 3e4 years depending on the
complexity of the Specialty with an exit examination. The total
training for a specialist surgeon would therefore be 8 or 9 years-
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cal Training (HST). This compares favourably with the American
period of training which comprises Internship (1 year), Residency
(5 years) and Fellowship (1or 2 years) making a total of 7 or 8
years or the British system of a pre-registration year, 2e4 years
as a Foundation Doctor and then 3e5 years of Specialty Training
often followed by a Fellowship year totaling 7e11 years depending
on receiving a training number.
I believe that Specialties are merging so fast that Common Stem
Training is vital for the future. One only needs to look at vascular
surgery which is increasingly being taken over by interventional ra-
diologists or palliative cancer surgery which has almost ceased
thanks to interventional endoscopy and radiology. Also I strongly
believe that if one is to be a useful member of an Multi Disciplinary
Team (MDT) one should have studied and had some trining in the
other modalities of treatment of that disease. For too long we
have trained our specialists along “Anatomical Silos”; it is time to
change to Disease Speciﬁc or Disease Orientated training.
My introduction has been longer than usual so I will not
comment on all the articles in this issue. We welcome six abstracts
from the New York Surgical Society which I am certainwill enhance
this month's edition of our journal. It is an honour to be afﬁliated
with this venerable society and I feel certain our readers will ﬁnd
their abstracts valuable.
Let me start with the three Best Evidence Topics-the ﬁrst from
China considers post-operative steroids after Kasai portoenteros-
tomy for biliary atresia. 10 studies were included with 8 being
used for a meta-analysis. Steroids do not seem to have any beneﬁt
though the quality of available evidence is limited. The second topic
from the UK asks whether oesophageal stents should be used
before neo-adjuvant therapy for patients waiting to undergo oeso-
phagectomy. 248 papers were discovered of which eleven had
leve1111 evidence and 1 had level 1V evidence. Stents successfully
relieve dysphagia but with no improvement or maintenance in the
serum albumin level or body weight. The authors do not recom-
mend their use due to stent migration and increased chest discom-
fort. The third article, also from the UK, addresses early or delayed
oral feeding following laryngectomy. The authors studied 172 pa-
pers from which they concluded that early feeding led to no
increased risk in the development of pharyngo-cutaneous ﬁstulas.
Skin incision articles are not common. We include one from In-
dia on the use of an indigenous marker- Mehadi or Red Henna. The
other is from Korea comparing radial and circumferential incisions
when performing an open lateral sphincterotomy. In their retro-
spective study circumferential incisions healed faster. Enteral sup-
plementation of alanyl-glutamine is shown by our Chinese
contributors to attenuate the up-regulation defensin-2 protein in
rats with lung injuries induced by intestinal ishaemia reperfusion..
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worldwide disease thanks, amongst other things, to our low ﬁbre
diet. From Ireland we publish a small prospective study on short
term outcomes following the use of self-expanding metallic stents
for malignant colonic obstruction. Their patients remained stoma
free and the complication ratewas only 6.2% all related tomigration
of the stents. From Poland there is a paper on what factors play a
role for relaparotomy following colorectal cancer surgery. They per-
formed 121 relaparotomies out of 1674 patients (7.2%). 13.2% of
these patients died compared to 1.4% of those only subjected to
one operation. They concluded that the older age group, men, those
patients in poor general condition and those with anastomotic
complications were at a very high risk of death.
Turning to the upper GI tract, from France there is a paper ana-
lysing the surgical anatomy of the gastric fundus and reasons for
the gastric pouch to expand following bariatric surgery. A lesson
in surgical anatomy and a must read for bariatric surgeons. Endo-
scopic resection with or without mucosal ablation of high grade
dysplasia or early oesophageal adenocarcinoma is reported from
a centre of excellence in the UK showed that even an elderly pop-
ulation with multiple co-morbidities demonstrated disease regres-
sion. The signiﬁcance of surgery in the prognosis of GISTs is
reported from Croatia emphasizing the importance of complete
resection and that there is a signiﬁcant improvement when imati-
nib is used.
In an RCT from Italy, he effect of low thrombin ﬁbrin sealant on
serous drainage and seroma formation following breast and axillary
surgery was studied. There appeared to be no difference in out-
comes but the low thrombin ﬁbrin group produced less ﬂuid. A
BMI, 30 was a predictive factor for seroma formation. Classical
and remote post-conditioning effects on ischaemic/reperfusionwith acute renal injury is studied in a paper from Iran. It seems
both methods of remote ischaemia preconditioning had protective
effects on renal function. It was suggested this acts by a reduction in
ischaemic reperfusion induced by oxidative stress.
The last two papers I would like to comment on are ﬁrstly the
predictors of in-hospital mortality amongst octogenarians under-
going emergency general surgery. In a retrospective study from
the UK, 38% of 73 patients with a median age of 84 died post-
operatively. Their ASA grade and the presence of COPD were the
only signiﬁcant predictors of death. The last paper on histology re-
ports on removed gall bladders I found interesting as I was
wondering whether it is worth sending these specimens to over-
worked laboratories in areas in which the incidence of gall bladder
cancer is extremely low. However, our Turkish colleagues report
that cholesterosis is somehow associated with metaplasia.
The year is fast drawing to a close. Thankfully I will be in the
wonderful Caribbean sunshine whilst the northern hemisphere
experience winter. I look forward to my next editorial and the
last for 2014. Perhaps some of our readers might suggest topics
they would like aired.Conﬂict of interest
None declared.R. David Rosin, Professor
University of the West Indies, Barbados
E-mail address: rdavidrosin@gmail.com.
